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ABSTRACT
In hypoparathyroidism, lack of parathyroid hormone (PTH) leads to low calcium levels and decreased bone remodeling. Treatment
with recombinant human PTH (rhPTH)may normalize bone turnover. This study aimed to investigate whether rhPTH(1–84) continued
to activate intracortical bone remodeling after 30 months and promoted the transition from erosion to formation and whether this
effect was transitory when rhPTH(1–84) was discontinued. Cortical histomorphometry was performed on 60 bone biopsies from
patients (aged 31 to 78 years) with chronic hypoparathyroidism randomized to either 100 μg rhPTH(1–84) a day (n = 21) (PTH) or
similar placebo (n = 21) (PLB) for 6 months as add-on to conventional therapy. This was followed by an open-label extension, where
patients extended their rhPTH(1–84) (PTH) (n = 5), continued conventional treatment (CON) (n = 5), or withdrew from rhPTH(1–84)
and resumed conventional therapy (PTHw) for an additional 24 months (n = 8). Bone biopsies were collected at months 6 (n = 42)
and 30 (n = 18). After 6 and 30 months, the overall cortical microarchitecture (cortical porosity, thickness, pore density, and mean
pore diameter) in the PTH group did not differ from that of the PLB/CON and PTHw groups. Still, the PTH group had a significantly
and persistently higher percentage of pores undergoing remodeling than the PLB/CON groups. A significantly higher percentage
of these pores was undergoing bone formation in the PTH compared with the PLB/CON groups, whereas the percentage of pores
with erosion only was not different. This resulted in a shift in the ratio between formative and eroded pores, reflecting a faster tran-
sition from erosion to formation in the PTH-treated patients. In the rhPTH(1–84) withdrawal group PTHw, the latter effects of PTH
were completely reversed in comparison to those of the PLB/CON groups. In conclusion, rhPTH(1–84) replacement therapy in hypo-
parathyroidism patients promotes intracortical remodeling and its transition from erosion to formation without affecting the overall
cortical microstructure. The effect persists for at least 30 months and is reversible when treatment is withdrawn. © 2023 The Authors.
JBMR Plus published by Wiley Periodicals LLC on behalf of American Society for Bone and Mineral Research.
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Introduction

Parathyroid hormone (PTH) is responsible for regulating serum
levels of calcium in the body.[1] Low calcium levels trigger the

release of PTH from the parathyroid glands. PTH increases serum
calcium levels by stimulating calciumuptake in the gastrointestinal
tract, calcium reabsorption in the kidneys, and release of calcium
from the bones.[2–5] Hypoparathyroidism is a rare hormonal
disease characterized by insufficient PTH production, resulting in
an inadequate serum calcium concentration. The most prominent
clinical symptom of hypoparathyroidism is neuromuscular
irritability.[6] Furthermore, patients with hypoparathyroidism have
increased bone mineral density and reduced levels of bone
turnover markers, corresponding to a low bone turnover.[7–9]

Conventional therapy for hypoparathyroidism is calcium
supplements in combination with active vitamin D. Subcutaneous
injections with recombinant human PTH (rhPTH[1–84]) are
approved as PTH replacement therapy in patients with
hypoparathyroidismwho are not adequately controlled on conven-
tional therapy.[10] Even though rhPTH(1–84) has a longer half-life
than the truncated PTH(1–34) when used in patients with osteopo-
rosis, its half-life remains short. Accordingly, once-a-day injections
with rhPTH(1–84) result in rapid, temporary bursts in serum PTH
levels, in contrast to the physiological effects of endogenous PTH
that are sustained more constantly.[11] From a bone remodeling
perspective, intermittent increases in PTH levels are considered to
result in a more potent anabolic response than constantly elevated
endogenous PTH levels, as seen in patients with hyperparathyroid-
ism, but both result in an elevated bone turnover.[3, 12] Whether the
elevated bone turnover and anabolic response to intermittent PTH
persist in long-term treated patients (≥24 months) remains
contradictory[13–16] and are therefore part of the focus of this study.

The bone remodeling process replaces old or damaged bone
with new bone. This process is continuously ongoing in order to
keep the skeleton strong and resistant to fractures.[17, 18] Remodel-
ing begins with osteoclastic bone resorption and ends with osteo-
blastic bone formation refilling the resorbed cavity. Bone
resorption and formation are coupled by the intermediate
reversal–resorption phase, where bone-resorbing osteoclasts are
intermixed with osteoblastic reversal cells on the eroded
surfaces.[19–25] Osteoblastic reversal cells are identical to osteopro-
genitors that gradually differentiate into mature bone-forming
osteoblasts.[19, 20, 22] Bone formation is initiated once these osteo-
progenitors have colonized the eroded surfaces and reached a cer-
tain critical density obtained by recruitment and proliferation of
these osteoprogenitors.[19, 20] Importantly, bone loss during aging
and osteoporosis has been shown to be the result of a delayed
transition from bone erosion to formation, likely due to an insuffi-
cient expansion of the osteoprogenitor population on eroded sur-
faces.[19, 20, 26–28] This results in a prolonged reversal–resorption
phase and a delayed initiation of the subsequent formation phase.
Whether anabolic therapies like intermittent PTH treatment pro-
mote the transition from erosion to formation within active remo-
deling events, rescuing the reported pathophysiology of aging and
osteoporosis, remains an open question.

PTH binds the PTH 1 receptor (PTH1R) on the membrane of
osteoblast-lineage cells,[2–5] where it directly promotes osteo-
blastogenesis and bone formation.[13, 29–31] In addition, PTH
has an osteoblast-mediated indirect effect on osteoclasts
through the receptor activator of NF-κB (RANK)/receptor activa-
tor of NF-κB ligand (RANKL)/osteoprotegerin (OPG) pathway,[32]

promoting their activation and resorptive activity.[33–35]

Accordingly, both markers of bone resorption[13–15, 36–45] and
formation[31, 37, 40–44, 46–49] increase following PTH treatment.
However, the anabolic effect of PTH may not be as pronounced
in cortical as in trabecular bone.[2] Indeed, PTH has been reported
to be less effective against fractures of non-vertebral bones,
mainly composed of cortical bone, than of fractures in vertebral
bones, mainly composed of trabecular bone.[50] Moreover, previ-
ous studies found no effect of PTH therapy on cortical porosity,
pore density, or cortical thickness in osteoporotic patients,[29,
30, 51, 52] further supporting the notion that PTH is less effective
in cortical bone, even though some positive cortical effects have
been reported.[52, 53] Therefore, further studies are needed to
clarify how PTH treatment affects cortical bone remodeling and
its influence on the overall cortical bone microstructure.

This histomorphometric study investigated the effect of inter-
mittent rhPTH(1–84) replacement therapy (i.e., once-a-day injec-
tions) on cortical bone microstructure and intracortical bone
remodeling on patients with hypoparathyroidism. The study
was performed on bone biopsies obtained from a 6-month ran-
domized, double-blinded, placebo-controlled study (rhPTH[1–
84] and placebo groups), followed by a 24-month open-label
study with three groups (30-month rhPTH[1–84], 30-month con-
trol, and 6-month rhPTH[1–84] followed by 24-month with-
drawal).[11, 31] Our aims were to investigate whether rhPTH(1–
84) persistently activated bone remodeling for 30 months and
promoted the transition from bone erosion to formation (cou-
pling) in intracortical remodeling events and whether these
effects were transitory when rhPTH(1–84) treatment was discon-
tinued after 6 months. The study utilized a recently developed
detailed intracortical histomorphometric analysis, which has
been used to investigate the remodeling steps critical for age-
related cortical bone loss and cortical trabecularization,[19,53,54]

as well as for elucidating the intracortical effect of
alendronate.[55]

Materials and Methods

Study participants and bone biopsy specimens

This histomorphometric study was conducted using a total of
60 transiliac bone biopsies from 47 patients with chronic hypo-
parathyroidism (aged 31–78 years) randomized to either 100 μg
rhPTH(1–84) a day (n = 21) (PTH) or similar placebo (n = 21)
(PLB) for 6 months as add-on to conventional therapy. The study
was followed by an open-label extension, in which patients contin-
ued their rhPTH(1–84) (PTH; n = 5), continued conventional treat-
ment (CON; n = 5), or withdrew from rhPTH(1–84) and resumed
conventional therapy for an additional 24 months (PTHw; n = 8).
Bone biopsies were collected at month 6 (n = 42) and
30 (n = 18). It is important to note that five of the patients only
had biopsies included at the 30-month time point due to the qual-
ity of the cortical bone at month 6 (Fig. 1A). Transiliac crest bone
biopsies, with a diameter of 6 to 8 mm,were obtained 2 cmbehind
and 2 cm below the anterior superior iliac spine. These biopsies
reflected a subgroup of the patients included in the 6-month,
double-blinded, place-controlled clinical study and in the
24-month open-label extension (Fig. 1A). The bone biopsies were
fixed in 70%ethanol, dehydrated, and embedded inmethylmetha-
crylate. Note that the study originally included 71 biopsies from
52 patients, but 11 of these biopsies were not suitable for the cor-
tical histomorphometry and therefore excluded. Therefore, five of
the 30-month biopsies lacked paired 6-month biopsies.
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As previously described, the overall clinical study included
62 patients (nine men and 53 women) aged 31 to 78 years with
chronic hypoparathyroidism.[11, 31] This biopsy-based study,
however, only included 47 patients (Fig. 1A). Of these 47 patients,
45 patients developed hypoparathyroidism following surgery
from atoxic goiter (n = 18), toxic goiter (n = 13), thyroid cancer
(n = 8), or primary hyperparathyroidism (n = 3). The remaining
two patients had non-surgical (idiopathic) hypoparathyroidism.
The mean time from diagnosis to initiation of the study was
9 years, with a range of 1 to 37 years. Details regarding the
age, gender, time since diagnosis, and etiology distribution of
the patients included in each group of this biopsy study can be
found in Supplementary Table S1. The inclusion and exclusion
criteria were previously detailed.[31] Patients were randomized
to 6 months of therapy with either 100 μg rhPTH(1–84)
(Preotact, Nycomed, Zürich, Switzerland) (PTH group) or placebo
administered as a subcutaneous injections in the thigh once
daily added to conventional therapy with oral active vitamin D
analogs and calcium supplements (PLB group). If plasma calcium
levels fell outside the reference range, the dosage of calcium and
active vitamin D were adjusted according to a predefined
scheme.[31] The randomized study was followed by an open-
label extension for an additional 24 months. Some of the
rhPTH(1–84)-treated patients continued their PTH treatment
(PTH group, n = 9 patients, n = 5 biopsies) or crossed over to
conventional treatment (PTH withdrawal [PTHw] group, n = 15
patients, n = 8 biopsies), while the placebo-treated patients con-
tinued with conventional treatment (CON group, n = 18
patients, n = 5 biopsies) (Fig. 1A).

The study was monitored by the Good Clinical Practice (GCP)
Unit at Aarhus University Hospital, Denmark, and was performed
in accordance with the Declaration of Helsinki II. The trial was
registered as EudraCT No. 2008-000606-36 (sponsor protocol
84421383) and as ClinicalTrials.gov No. NCT00730210, with
approval obtained from the Biomedical Research Ethics Commit-
tee of Central Denmark (M-20080040).

Specimen preparation for cortical histomorphometry

To prepare for the cortical histomorphometry, 7-μm-thick sec-
tions were cut using a Leica Jung RM 2065 microtome and
stained with Masson-Goldner trichrome. In brief, the plastic
was removed with 2-methoxymethylacetate before the sections
were rehydrated. The tissue was stained with a mixture of Bieb-
rich Scarlet and fuchsine acid, treated with phosphotungstic
acid, and stained with Light Green. The nuclei were stained with
Weigerts’ hematoxylin. Finally, the sections were dehydrated
and mounted with Pertex. Prior to histomorphometry, images
of the stained sections were acquired using a Nanozoomer
S360 digital slide scanner (Hamamatsu, Hamamatsu City, Japan).

Cortical histomorphometric analysis

A single Masson-Goldner trichrome-stained section from each
biopsy underwent a comprehensive cortical histomorphometric
analysis using a combination of polarized light microscopy and
measurements on the digital scans. During the histomorphometric
analyses, the investigators were blinded for the group distribution.

First the cortical microstructure was investigated. Themean corti-
cal thickness, cortical porosity, cortical pore density, andmean corti-
cal pore diameter were determined as previously described.[23] The
measurements were performed on digital scans using Hamamatsu
NDP.view2 software (Hamamatsu City, Japan).
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Fig. 1. Study design and histomophometric classification of intracorti-
cal remodeling events. (A) The treatment groups include 6 months of
treatment with placebo (PLB) or rhPTH(1–84) (PTH) and 30 months of
treatment with control (CON) group (6 months of placebo followed
by standard treatment for 24 months) and PTH or PTH withdrawal
(PTHw) groups (6 months of PTH followed by standard treatment for
24 months). (B) Cortical histomorphometry investigates the remodel-
ing type and stage of the intracortical remodeling, as illustrated in
model of human intracortical remodeling events. Pores were classified
according to their remodeling type to determine whether they gener-
ated a new pore/canal (type 1 remodeling) or remodeled an existing
pore/canal (type 2 remodeling), as well as their remodeling stage. Here,
the pores were classified as quiescent (no ongoing remodeling) or non-
quiescent (active) pores, including eroded, eroded-formative, and for-
mative pores.
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Second, the intracortical pores were individually investigated
and given an identification number across both entire cortexes
within the digital scans using the NDP.view2 software. The anal-
ysis was carried out by two independent observers (PC and TS)
and validated by two senior observers (CMA and TLA), ensuring
that the pores were correctly measured and classified, as previ-
ously described.[23] The measurements were performed on the
digital scans assisted by polarized light microscopy to visualize
the detailed lamellar structure of the cortical osteons. The pore

diameter and area were determined for each of the intracortical
pores, and the osteon diameter was determined, and then the
wall thickness was derived for each of the quiescent pores/
osteons. The pores were classified according to their remodeling
type and stage:

1. Remodeling type, i.e., whether the pores reflected type
1 remodeling (generation of new pores) or type 2 remodeling
(remodeling of existing pores);

Fig. 2. Effect of rhPTH(1–84) on overall cortical microstructure. (A–D) The study showed no significant effect on cortical porosity (A), cortical thickness (B),
mean cortical pore diameter (C), or cortical pore density (D) within the respective treatment groups. Each dot represents a patient, and the bar represents
the median. Normality was tested using the Shapiro–Wilk normality test. At 6 months, PLB and PTH were compared using t tests (A, B, D) or a
Mann–Whitney test (C). At 30 months, CON, PTH, and PTHw were compared using one-way ANOVA tests followed by Tukey’s multiple comparison tests.
Differences between PTH at 6 months and PTH and PTHw at 30 months were determined using one-way ANOVA tests followed by Dunnett’s multiple
comparison tests. p values <0.1 are noted. (E–F) The cortical porosity was mainly driven by changes in the mean pore diameter rather than by changes
in the pore density, as shown in the correlation between cortical porosity andmean pore diameter (E) or pore density (F). The correlations were calculated
for all five groups using linear regressions, and the obtained fit lines are shown in the scatter plot, where each dot represents a patient.
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2. Remodeling stage, i.e., whether the pore surface was quies-
cent (Q), eroded (E), mixed eroded and formative (EF), or for-
mative (F). Remodeling stage E, EF, and F are collectively
referred to as non-quiescent pores.

Using this classification, the percentage of pores and their
contribution to the total pore area of each remodeling type
and stage was calculated for each patient.

Statistical analysis

The relationship between porosity and pore diameter or density
was examined using linear regression analysis. All data were tested
for normal distribution using Shapiro–Wilk normality tests. At
6 months, statistically significant differences between the PLB and
PTH groups were identified using t tests when the requirements
for normal distribution were met; otherwise Mann–Whitney tests
were used. At 30 months, statistically significant differences
between the groups were calculated using one-way ANOVA tests
followed by Tukey’s multiple comparison tests when the data
passed the normality test; otherwise, Kruskal–Wallis tests followed
by Dunn’s multiple comparison tests were used. Statistically

significant differences between 6 months of PTH compared to
30 months of PTH and PTHw were calculated using one-way
ANOVA tests followed by Dunnett’s multiple comparison tests
when the data passed the normality test; otherwise Kruskal–Wallis
tests followed by Dunn’s multiple comparison tests were used. Post
hoc tests were only performed when the Kruskal–Wallis test or
ANOVA had significant H- or F-values. In addition, the paired biop-
sies at 6 months (PTH) and 30 months (PTH and PTHw) were com-
pared using a paired t test. In all graphs, both the unpaired and
paired analysis between 6 months (PTH) and 30 months (PTH and
PTHw) are reported. All p values <0.1 were noted, and p values
≤0.05 were considered statistically significant. Statistical analyses
were performed using GraphPad Prism version 8 (GraphPad Soft-
ware Inc., La Jolla, CA, USA).

Results

Effect of rhPTH(1–84) on cortical microstructure

The mean (across all groups) pore diameter (51 � 17 μm), cortical
porosity (10 � 5.8%), cortical thickness (1.5 � 0.82 mm), and pore
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Fig. 3. Effect of rhPTH(1–84) on non-quiescent (active) and quiescent pores. (A, B) Percentages of non-quiescent (active) cortical pores signifi-
cantly increased in the PTH groups after 6 and 30 months compared to the PLB/CON groups (A), while the opposite was the case for quiescent
cortical pores (B). The PTHw normalized to the levels of the PLB/CON groups for both non-quiescent and quiescent pores. (C, D) At 6 months,
the PTH group showed a significant increase in the contribution of non-quiescent pores to the total pore area (C), while the opposite was true
for quiecent pores (D). At 30 months, there were no significant differences between the groups. Each dot represents a patient, and the bar repre-
sents the median. Normality was assessed using the Shapiro–Wilk normality test. At 6 months, PLB and PTH were compared using t tests (A, B) or
Mann–Whitney tests (C, D). At 30 months, CON, PTH, and PTHw were compared using one-way ANOVA tests followed by Tukey’s multiple compar-
ison tests. Differences between PTH at 6 months and PTH and PTHw at 30 months were determined using one-way ANOVA tests followed by Dun-
nett’s multiple comparison tests (A–D) (A: p = 0.029, F = 4.5; B: p = 0.031, F = 4.4) or Kruskal–Wallis tests followed by Dunn’s multiple comparison
tests (C, D). p values <0.1 are noted.
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density (11 � 3.5 pores/mm2) did not differ between PTH and
PLB/CON-treated patients after either 6 or 30 months or in the
PTHw group (Fig. 2). Linear regression analysis revealed that the
cortical porosity was significantly correlated with pore diameter
(Fig. 2E), but not with pore density (Fig. 2F), supporting the view
that changes in cortical porosity are primarily driven by changes
in pore size (Fig. 2E), rather than changes in pore density (Fig. 2F).

Effect of rhPTH(1–84) on activation of intracortical bone
remodeling

The detailed histomorphometric analysis included 5971 intracor-
tical pores (100 � 49 pores/biopsy), which were classified
according to their remodeling type and stage. After 6 months
of treatment, the percentage of pores that were non-quiescent
(i.e., pores that were undergoing erosion and/or formation) was
significantly (p < 0.001) higher in the PTH group [59 (46 to
68)%] than in the placebo group [41 (17 to 57)%] (Fig. 3A). After
30 months of treatment, the percentage of non-quiescent pores
remained significantly higher in the PTH group [71 (61 to 74)%]
than in the CON group [52 (49 to 59)%, (p = 0.045)] and PTHw
group [51 (45 to 63)%, (p = 0.043)] (Fig. 3A). The opposite was
the case for quiescent pores (Fig. 3B). In general, the non-
quiescent pores (77% to 92%) contributedmore to the total pore

area than the quiescent pores (8.5% to 23%) (Fig. 3C,D, Table 1).
After 6 months, the contribution of non-quiescent pores to the
total pore area was significantly higher in the PTH group
[88 (81 to 95)%] than in the placebo group [77 (55 to 86)%,
(p < 0.001)], while it did not differ between the groups after
30 months (Fig. 3C). Again, the opposite was the case for quies-
cent pores after 6 months (Fig. 3D). This aligns with the notion
that PTH increases bone turnover not only in trabecular bone
but also in cortical bone.

In general, type 2 pores (69% to 75%) weremore prevalent than
type 1 pores (25% to 31%) across all groups (Table 1). The contribu-
tion of type 2 pores to the total pore area was significantly higher
in the PTH (p = 0.028) and PTHw (p = 0.026) groups after
30 months than in the PTH group after 6 months (Table 1). At
6 months, the percentage of quiescent type 1 and type 2 pores
(p < 0.001 and p = 0.004) and their contribution to the pore area
(p = 0.009 and p = 0.003) were significantly lower in the PTH
group than in the PLB group (Table 1). No significant differences
in quiescent type 1 and type 2 pores were observed after
30 months. The percentage of non-quiescent type 2 pores was sig-
nificantly higher in the PTH group than in the PLB group
(p < 0.001) after 6 months, but their contribution to the pore area
was not significantly higher (Table 1). On the other hand, the per-
centage of non-quiescent type 1 pores was not significantly
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Fig. 4. Effect of rhPTH(1–84) onmagnitude of bone resorption and formation in quiescent osteons. (A) Schematic diagram of quiescent osteon illustrating
different measurements, where osteon diameter reflects magnitude of bone resorption, wall thickness reflects magnitude of bone formation, and pore
diameter reflects balance between the two. (B–D) The mean osteon diameter (B), mean wall thickness (C), and mean pore diameter (D) of quiescent
osteons were not significant different between the PTH groups and PLB/CON groups, but the PTHw had slightly evelated mean osteon diameter and wall
thickness in the respective treatment groups. Each dot represents a patient, and the bar represents the median. Normality was tested using the Shapiro–
Wilk normality test. At 6 months, PLB and PTH were compared using t tests. At 30 months, CON, PTH, and PTHw were compared using one-way ANOVA
tests followed by Tukey’s multiple comparison tests (B: p = 0.025, F = 4.8). Differences between PTH at 6 months and PTH and PTHw at 30 months were
determined using one-way ANOVA tests followed by Dunnett’s multiple comparison tests and paired t test between the paired samples (P). p values <0.1
are noted.
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different between the PTH and PLB groups after 6 months, but
their contribution to the pore area was significantly higher in the
PTH group compared to the PLB group (p = 0.008). This suggests
that PTH-induced intracortical remodeling mainly remodels exist-
ing canals, rather than generating new canals.

Effect of rhPTH(1–84) on magnitude of resorption and
formation observed in quiescent osteons

The mean osteon diameter of the quiescent osteons was
105 � 23 μm across groups and did not differ between PTH and
PLB/CON treated groups after either 6 months or 30 months. How-
ever, it was significantly higher in the PTHw group compared to the
PTH group after 30 months (Fig. 4B). Similarly, the mean wall thick-
ness of the quiescent osteons across groups was 37 � 11 μm and
did not differ between PTH and PLB/CON treated groups after either
6 or 30 months, but it was significantly higher in the PTHw group

than in the PTHgroup after 6 months (Fig. 4C). Themeanpore diam-
eter of quiescent osteons was 32 � 7 μmacross groups and did not
differ between the PTH and PLB/CON treated groups after 6 or
30 months, as well as the PTHw group (Fig. 4D). Overall, this sug-
gests that PTH has no effect on the magnitude of bone resorption
(osteon diameter) or bone formation (wall thickness) but that PTH
withdrawal results in a slightly larger magnitude of bone resorption
and a compensatory larger magnitude of bone formation.

Effect of rhPTH(1–84) on the remodeling stages of non-
quiescent pores

The percentage of eroded pores (25% to 46%) did not differ
between the PTH and PLB/CON treated groups after either 6 or
30 months (Fig. 5A, Table 1). However, the contribution of eroded
pores to the total pore area was significantly lower in the PTH
groups compared to the PLB/CON treated groups after 6 months
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quiescent cortical pores and their respective contributions to total pore area (D–F). The percentage of eroded pores was large unaffected, but the percent-
age of eroded-formative and formative pores was significantly higher in the PTH groups (A–C). The percentage contribution of eroded pores to the total
pore area was significantly lower in the PTH groups, while the contributions of eroded-formative and formative pores were significantly higher (D–F). Each
dot represents a patient, and the bar represents the median. Normality was tested using the Shapiro–Wilk normality test. At 6 months, PLB and PTH were
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tiple comparison tests (B–D, F) (B: p = 0.035; C: p < 0.001; D, F: p = 0.001), as well as by paired t test (P). p values <0.1 are noted.
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(22 [5 to 39]% versus 50 [27 to 73]%) and 30 months (45 [26 to
61]% versus 76 [69 to 86]%) (Fig. 5D). On the other hand, the per-
centage of eroded pores and their contribution to the pore area
were significantly higher in the PTHw group after 30 months than
in the PTH group after 6 months and comparable to that of the
CON treated group after 30 months (Fig. 5D).

Both the percentage of eroded-formative and formative pores
and their relative contribution to the total pore area were signifi-
cantly higher in the PTH compared to the PLB group after 6 months
(Fig. 5B–C,E–F). After 30 months, the percentage of eroded-
formative pores and their contribution to the total pore area
remained significantly higher in the PTH group than in the CON
treated group but were only borderline significantly larger than
the PTHw group (Fig. 5B,E). Similarly, the percentage of formative
pores remained significantly higher in the PTH group than in both
the CON treated group and the PTHw group after 30 months
(Fig. 5C). The contribution of formative pores to the total pore area
was very low after 30 months and did not differ between the three
groups (Fig. 5F). The percentage of formative pores and their

contribution to the pore area was significantly lower in the PTHw
group after 30 months than in the PTH group after 6 months
(Fig. 5C,F).

When the pores were classified according to their remodeling
type, the differences in eroded, eroded-formative, and formative
pores between the PTH and PLB groups after 6 months
remained relatively similar (Table 1). Overall, the percentage of
eroded pores did not differ between the PTH and PLB treated
groups, but the percentages of eroded-formative and formative
pores in the PTH groups were significantly higher than in the PLB
groups for both remodeling types (Table 1).

Treatment with rhPTH(1–84) changes the ratio between
eroded and formative pores

After 6 and 30 months, the PTH groups had a higher percentage
of eroded-formative and formative pores compared to the PLB
group after 6 months and the CON and PTHw groups after
30 months, resulting in a shift in the ratio of eroded pores to
eroded-formative and formative pores (Fig. 6A). The E/(EF + F)
ratio was 4.7 (1 to 20) in the PLB group after 6 months and 4.4
(2.4 to 13) in the CON group after 30 months, reflecting an accu-
mulation of eroded pores with a poor transition to formation
(Fig. 6B). The E/(EF + F) ratio was sevenfold lower (p < 0.001)
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30 months, CON, PTH, and PTHw were compared using Kruskal–Wallis tests
followed by Dunn’s multiple comparison tests (p = 0.041). Differences
between PTH at 6 months and PTH and PTHw at 30 months were deter-
mined using Kruskal–Wallis tests followed by Dunn’s multiple comparison
tests (p = 0.014), as well as by paired t test (P). p values <0.1 are noted.

Osteoclast
Reversal cell

Osteoblast
Bone lining cell

PTH therapy PTH withdrawal

Initiation 
delayed

Prolonged RvRs phase

Initiation 
promoted

Short 
RvRs phase

High
Act.

Fig. 7. Model summarizing effect of intermittent rhPTH(1–84) on cortical
bone remodeling in hypoparathyroidism patients. PTH treatment stimu-
lated not only the activation of bone remodeling but also the transition
from erosion to bone formation, shortening the reversal–resorption
phase. Upon withdrawal of PTH treatment, bone remodeling resumed
its original activation and delayed initiation of bone formation.
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after 6 months and fourfold lower (p = 0.073) after 30 months in
the PTH groups compared to the respective PLB/CON groups
(Fig. 6B). The E/(EF + F) ratio of the PTHw group was comparable
to that of the CON group after 30 months and significantly dif-
fered (p = 0.007) from that of the PTH group after 6 months
(Fig. 6B). Overall, this suggests that PTH promotes the transition
from eroded pores to formative pores, which is deficient in
untreated hypoparathyroidism patients.

Discussion

This study demonstrates that daily injections of rhPTH(1–84) into
hypoparathyroidism patients reactivate intracortical bone remo-
deling and expedites the transition from bone erosion to forma-
tion, thereby reducing the duration of the reversal–resorption
phase, as summarized in Fig. 7 and discussed in what follows.
This reactivation of the intracortical bone remodeling persisted
for the 30 months of the extension study but had no measure-
able effect on the overall cortical microstructure.

rhPTH(1–84) treatment showed no effect on the cortical
microstructure

Previous studies investigating the impact of intermittent PTH
treatment on cortical porosity in patients with hypoparathyroid-
ism or osteoporosis yielded conflicting results. Some studies
showed that intermittent PTH-treatment increased cortical
porosity,[9, 13, 16, 54–58] while other studies found no significant
effect,[14, 29, 52] as in the present study.

The discrepancy in study outcomes can be attributed to vari-
ous factors:

• definition of border between cortical and trabecular bone,
which influences cortical porosity assessment since cortical
bone has a higher porosity in the endosteal region facing the
trabecular compartment[59];

• high intra-individual variation, as observed in the present
study;

• differences in underlying disease (osteoporosis versus hypo-
parathyroidism), cortical pathophysiology, and prior/
combined treatment (naïve vs. bisphosphonate-pretreated/
combination)[57, 60];

• skeletal site investigated;
• resolution of methodology employed;
• dosing and type of PTH (PTH[1–84] vs. PTH[1–34]).[55]

Furthermore, these factors may also account for the varying
reports regarding the effect of PTH on cortical thickness, where
some report an increased thickness,[14, 29, 53, 55, 58, 60] while others
report no significant effect or even a decrease in cortical
thickness,[30, 57, 60, 61] as in the present study.

Cortical porosity changes may result from alterations in pore
density, pore size, or both. Even though our prior micro–
computed tomography (μCT) study of the same biopsies
reported an increased pore density in the rhPTH(1–84) versus
PLB treated groups after 6 months,[52] the present study
observed no differences in pore density or size between the
two groups. This discrepancy may be ascribed to the limited
μCT resolution or the fact that the μCT analysis reported the
canal diameter and the derived pore density volume-weighted,
which differs from the histological analyses conducted in the
present study.

Overall, our study supports the notion that rhPTH(1–84) treat-
ment of patients with hypoparathyroidism for either 6 or
30 months does not impact cortical microstructure.

rhPTH(1–84) treatment stimulates intracortical bone
remodeling and its transition to bone formation

This study establishes that intracortical bone remodeling in
hypoparathyroidism patients is activated after 6 months of
rhPTH(1–84) treatment and remains active throughout the study
period. This finding supports the notion that bone remodeling
within the intracortical envelope is activated upon PTH
treatment,[29, 35, 47] similar to the trabecular and endocortical
envelopes.[13, 14, 62]

The PTH-induced non-quiescent pores primarily resulted from
type 2 remodeling events (i.e., remodeling of existing canals), while
the percentage of non-quiescent pores generated by type 1 remo-
deling events (i.e., creation of new canals) remained unchanged.
Type 2 remodeling was previously shown to become the most
prominent intracortical remodeling with age,[23] correlating with
increased pore density. This could explain why the PTH-activated
non-quiescent pores primarily remodel existing canals.

The most profound effect of rhPTH(1–84) treatment is the
increased abundance of eroded-formative and formative pores,
reflecting a PTH-induced initiation of bone formation. This effect
persisted even after 30 months of treatment. This long-term effect
contrasts with previous studies, where the fraction of osteoid and
mineralizing surfaces was increased after 3 or 12 months of treat-
ment when compared to baseline, but not after 24 or 72 to
120 months of rhPTH(1–84) treatment in hypoparathyroidism
patients.[13, 16] Differences in the study design (baseline controlled
study versus our open-label extension study) and cortical histo-
morphometry methods (surface-based versus our pore classifica-
tion designed for cortical bone) may explain these discrepancies.

The activation of intracortical bone formation by PTH treat-
ment may depend on the disease and type of PTH medication
used. Studies conducted in osteoporosis and osteoarthritis
patients have primarily focused on the impact of abaloparatide
(a PTHrP analog)[63] and PTH(1–34).[36, 60, 64] Abaloparatide treat-
ment increased the percentage of mineralizing surfaces after
3 months,[63] while treatment with PTH(1–34) generally showed
no significant effect on the fraction of osteoid or mineralizing
surfaces after 1.5, 7 to 9, or 24 months.[36, 60, 64] This suggests that
rhPTH(1–84) exerts a unique effect in hypoparathyroidism
patients when compared to the effect of PTH(1–34) and abalo-
paratide in osteoporosis and osteoarthritis patients.

rhPTH(1–84) treatment reduced the ratio of eroded pores to
eroded-formative and formative pores, which is even higher in
hypoparathyroidism patients than in elderly and osteoporotic
patients.[23, 65] rhPTH(1–84) increases the proportion of remodel-
ing pores by increasing the proportion of formative pores, while
leaving the proportion of eroded pores unchanged. This leads to
a high E/(EF + F) ratio, similar to that observed in younger indi-
viduals.[23] This implies that the newly PTH-activated remodeling
events have a faster transition from bone erosion to formation.
Thus, the E/(EF + F) ratio reflects the length of the reversal–
resorption phase (eroded pores) relative to the length of the for-
mation phase. Therefore, a high E/(EF + F) ratio reflects a pro-
longed reversal–resorption phase with a poor delayed
transition from erosion to formation as observed in elderly, oste-
oporotic patients and hypoparathyroidism patients[23, 65] (this
study). In contrast, rhPTH(1–84) treatment appears to normalize
this ratio in hypoparathyroidism patients, bringing it closer to
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the ratio observed in 20-year-old women (1.3 [95% CI 0.9
to 1.8]).[23] On the other hand, the increased proportion of
eroded-formative and formative pores could also reflect the fact
that the bone formation phase is longer upon rhPTH(1–84) treat-
ment. However, this would require either an increased wall thick-
ness increased or reduced mineral apposition rate. Notably, the
wall thickness was unchanged upon rhPTH(1–84), and other
studies reported that PTH(1–84) treatment resulted in an unal-
tered or even an increased mineral apposition rate.[13, 16, 56]

In previous studies, the proportion of eroded surface
increased after 12 or 72 to 120 months of treatment, but not
after 24 months of treatment.[13, 16] In the present study, the per-
centage of eroded pores remained unaffected by rhPTH(1–84)
treatment. The reduced E/(EF + F) ratio was mainly driven by
an increased percentage of eroded-formative and formative
pores. Still, this does not imply that eroded pores are unaffected
by rhPTH(1–84); rather, they have a faster transition to formation
through a shorter reversal–resorption phase, coupled with an
increased generation of new eroded pores.

The initiation of bone formation in eroded pores requires a
critical density of osteoblastic reversal cells (osteoprogeni-
tors).[19] These osteoprogenitors are obtained through prolifera-
tion and recruitment from the pore lumen, where the
osteoprogenitors ultimately originate from the vasculature.[66, 67]

Future studies are needed to clarify whether rhPTH(1–84) treat-
ment induces osteoprogenitor proliferation and/or recruitment
within intracortical remodeling events.

rhPTH(1–84) treatment showed no effect onmagnitude of
bone resorption and formation

This study demonstrates that treatment of hypoparathyroidism
patients with rhPTH(1–84) did not alter the final resorption depth
(osteon diameter) before the initiation of bone formation, even
though the eroded pores transitioned faster to formation upon
rhPTH(1–84) treatment. In young healthy controls, the final resorp-
tion depth correlated with the length of the reversal–resorption
phase in type 1 remodeling events,[19] while the contribution of sec-
ondary resorption in type 2 remodeling events has yet to be investi-
gated. Additionally, the relationship between final resorption depth
and the length of the reversal–resorption phase found that type
1 remodeling events of healthy individuals[19] may not apply to the
accumulated eroded pores in hypoparathyroidism patients reacti-
vated by rhPTH(1–84) treatment. The fact that the osteon diameter
was not reducedwhen eroded pores transitioned faster to formation
might suggest a relatively poor contribution of secondary resorption
in rhPTH(1–84)-treated patients with hypoparathyroidism. To our
knowledge, no other study has investigated the effect of PTH treat-
ment on the final resorption depth in cortical bone.

Wall thickness is a measure of the radial magnitude of the
formed bone.[68] In the present study, rhPTH(1–84) treatment had
no effect on the magnitude of bone formed once initiated, as pre-
vious shown in PTH(1–34)-treated osteoarthritis patients.[36] This
implies that PTH-induced bone formation fully refills the resorption
cavities. Accordingly, the balance between the radial magnitude of
bone resorption and formation, which can be ascertained as the
pore diameter of quiescent osteons, was not affected by the
rhPTH(1–84) treatment.

Effect of rhPTH(1–84) treatment withdrawal

In this study, a subgroup of patients received 6 months of treat-
ment with rhPTH(1–84) and then crossed over to conventional

treatment for 24 months. This allowed us to gain insights into
the effect of withdrawing rhPTH(1–84) treatment. In the PTH
withdrawal group, the skeletal condition of the patients fully
reversed to that of the placebo/conventionally treated hypo-
parathyroidism patients. This means that the effects of the
6 months of rhPTH(1–84) treatment were completely reversed.
These findings align with systemic studies of bone turnover
markers, which have shown a gradual return to the baseline level
after 3 to 6 months after discontinuing PTH treatment.[37, 39, 42, 46]

This further supports the conclusion that the effects of PTH are
transitory.

Limitations

The study has certain limitations, which we acknowledge. The
extension of the study from 6 to 30 months involves an open-
label study design with a smaller number of patients, which
increases the likelihood of encountering a type II error in the sta-
tistical analysis. Nevertheless, we were able to demonstrate that
some effects of PTH weremaintained until month 30, while other
effects did not. It is important to note that the lack of statistical
significance at month 30 could be attributed to the limited num-
ber of patients at this time point.

The relatively small number of patients in the 30-month
groups resulted in variations in patient age, gender, and etiology
(Supplementary Table S1), which we acknowledge. Ideally, the
study could have benefited from baseline biopsies; however,
obtainingmultiple biopsies from the same individual is challeng-
ing. While we successfully obtained paired biopsies from 6 and
30 months, it is worth noting that the pairing was not perfect,
as some biopsies had to be excluded due to quality issues.

Conclusion

This study showed that rhPTH(1–84) treatment of patients with
hypoparathyroidism significantly increased intracortical bone turn-
over throughout the duration of the clinical study (30 months) but
not the overall cortical microstructure. Importantly, this treatment
promoted the transition of bone erosion to bone formation,
thereby shortening the reversal–resorption phase, which had been
prolonged in patients with hypoparathyroidism (this study), as well
as in elderly[23] and osteoporotic patients[22] (Fig. 7).

These effects of rhPTH(1–84) were found to be transitory, as
withdrawal of the treatment led to the normalization of bone
remodeling to the levels of the PLB/CON group. Overall, this is
the first study to demonstrate that PTH therapy in patients can
directly rescue the cellular mechanisms previously reported to
be responsible for bone loss in elderly and osteoporotic
patients.
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